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This research focuses on an access to care issue that evaluates the perceived barriers
birthing centers and their clients experience with processing insurance or paying cash. In 2010,
the Affordable Care Act (ACA) ensured that State Medicaid Programs cover maternity care
provided in freestanding birth centers licensed or otherwise approved by the State. The lack of
policies impacts birthing centers and their clients, disproportionately minority and medically
underserved women.
Primary and secondary data was gathered to evaluate outcomes, quantitatively and
qualitatively. An anonymous nationwide nine question survey was distributed via email to nearly
300 American Association of Birth Centers (AABC) accredited facilities to explore their billing
methods. Though several state Medicaid programs reimburse all types of midwives and birthing
centers, the reimbursement is not equal. To ensure quality of care remains high and the facility
remains open several centers have to decline service to Medicaid recipients.
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In 2014 Medicare & Medicaid Research Review published an article about potential cost
savings for maternity care in a birthing center. Midwifery led maternity care in birthing centers
may improve birth outcomes for Medicaid recipients, minorities and low income families, while
improving mortality rates nationally.

Keywords: Medicaid, Midwife, Birth Center, legislation, insurance, reimbursement, birth
outcomes
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Chapter 1: Introduction
In 2010, the Affordable Care Act (ACA) modified Medicaid programs in section 2301 for
pregnant women enrolled under Medicaid. Specifically, it allows pregnant women to receive
maternity care provided at the freestanding birth centers (Affordable Care Act, 2010). Currently,
over thirty states in the United States do not provide Medicaid reimbursement to midwives.
Moreover, twenty of these states have no regulations for midwifery care. Because birthing
centers use a midwifery-led model of care, these policies greatly impact birthing centers and
their clients, which disproportionately includes minority and medically underserved women.
This research focuses on the impact of state regulations (and the lack of regulations),
particularly with respect to insurance coverage and reimbursement, on birthing center financial
viability and the ability to maintain and increase service delivery to minority and medicallyunderserved women. The data was captured by surveying members of the American Association
of Birthing Centers (AABC) who were asked to share their billing practices and provide basic
information about their billing experiences. Learning more about the various billing methods
used in such facilities as well as the rationale behind them is expected to help one’s
understanding of the barriers to accessing care. Further, such an exploration can provide insight
into the impact of their billing decisions on their clients.
Background
According to the AABC (2016a), “a birth center is a home-like facility existing within a
healthcare system with a program of care designed in the wellness model of pregnancy and birth
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to provide family-centered care for healthy women before, during, and after normal pregnancy,
labor, and birth.”
At birthing centers, midwives are primary care providers for maternity care. The
American College of Nurse Midwives (ACNM) (n.d.) has stated that a midwife can be the
primary health care provider for women throughout their lifespans. Midwives perform functions
similar to those of physicians and treat women of all ages. Both midwives and physicians can
perform physical exams, prescribe medications, and order laboratory tests as needed. Further,
midwives can provide prenatal care, gynecological care, labor and birth care, health education,
and counseling (ACNM, n.d.).
Problem Statement
The current study focuses on the issue of access to care and the perceived barriers that
birthing centers and their clients experience while processing insurance or paying cash. The topic
became of interest in 2012 when it was learned that a birthing center in Columbia, South
Carolina, only accepted clients who paid cash. That is, this clinic refused to take payments
through insurance providers. The search for another birthing center that would accept insurance
sparked the question of why the first did not.
Research Questions
The reforms to healthcare regulations and standards that have been at the forefront of
many political debates impact patients’ access to care. It is imperative that women have the
opportunity to experience birth in the way that is safe and most comfortable to them. Several
hospital systems are adopting this ideology and as a result, are staffing their buildings with
midwives and doulas. Doulas are trained professionals who provide continuous physical,
emotional, and informational support to mothers before, during, and shortly after childbirth to
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help them achieve the healthiest, most satisfying experiences possible (Dona International,
2017). Thus, a doula acts like a midwife in terms of providing support for the expectant mother.
However, unlike a midwife, a doula is considered a coach and not a healthcare provider.
Midwives often partner with physicians to establish their own birthing centers. The
United States and Canada are the only countries in the world where highly trained surgeons
called obstetricians attend a majority of the normal births (Wagner, 2000). This could be
perceived as another area of healthcare where the US falls behind. The current state of healthcare
generates the following questions in the context of options for women’s health:


What are the legislative and financial challenges that impact overall birth outcomes in the
US?



Why do some birthing centers choose to only accept cash clients while others process
insurance?

Hypotheses
First, this study hypothesizes that private payer insurance companies’ have created
perceived barriers for processing birthing center insurance claims which has led the average
birthing center to enforce a cash-client only billing method.
The second hypothesis is that state legislation for Medicaid does not support 100%
reimbursement of maternity care for all provider types. If a state does not require health
insurance companies to accept birthing center claims and reimburse midwives and physicians
equally, one may assume that there will be a greater number of facilities that only accept cashclients. The reverse may be true in states that do require Medicaid insurance and private
insurance companies to reimburse birthing center claims.
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The third hypothesis is that the all birthing centers with a physician actively involved in
patient care will accept insurance. More specifically, it is expected that a birthing center with a
physician serving as an active partner is more likely to accept insurance.
The data presented offers meaningful insight into the financial effect of adopting a more
predominant midwifery-led maternity care system (Rosenthal, 2013). One such outcome could
be a massive reduction in the amount of money the US spends on maternal health care. This
research may also prove to be valuable to insurance companies with regards to potentially
significant cost savings by covering midwifery-led maternity care. This may encourage more
physicians to partner with midwives Further, the findings from this dissertation may offer
midwives evidentiary support of their cost effectiveness. In that case, the results may help
midwives to continue pushing for state and federal reform in order to enable better access to
maternity care in a birthing center or at home. Should the data support the use of midwives, it
may also threaten the stability of some aspects the pharmaceutical industry.
Population
The proportion of the US population using birthing centers is comprised of women,
children, midwives, and obstetricians. Thus, this is segment of the population with which this
research is concerned. The study focuses on these sections of the population from the viewpoint
of birthing centers to examine those who pay for maternity care and how they do so for each type
of maternity care. Examining why some birth centers process insurance while others do not
requires a review of state and federal regulations as well as regulations governing private payers.
Access to maternity care is not an issue if the cost of care and how to pay for it is known. It may
also be helpful to study the states that do not require insurance companies to cover midwifery
care and maternity care.
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Assumptions
In 2010, the Affordable Care Act (ACA) ensured that State Medicaid Programs would
cover maternity care as provided in the freestanding birth centers. However, as noted previously,
not every state provides Medicaid reimbursements to midwives. Further, a majority of these
states have no regulations in place regarding midwifery care. As a result, birthing centers that
primarily use midwifery-led care and their clients may suffer from the absence of such
regulations.
An overwhelming majority of childbirths (98.8%) occur in hospital labor and delivery
units and physicians conduct 86% of these births. Very few births take place in birthing centers
(0.3%) led by midwives. A majority of the women who give birth in hospitals (85%) are
considered low-risk. All low-risk women are eligible for care at a birth center (Dekker, 2013). It
is believed that the media portrayal of birth and the limitations on insurance have impacted
women’s decisions to deliver their babies in a hospital instead of a birthing center. Also, the US
has limited resources that educate women about the birth outcomes related to delivering babies in
a birthing center. Therefore, this study will also consider in detail the psychology of their
decisions and all that impacts a woman’s choice in this matter.
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Chapter 2: Review of the Literature
In 2016, the US had an infant mortality rate of 5.8 out of 100,000 in 2016 (Central
Intelligence Agency, 2017) and a maternal mortality rate of 21 out of 100,000 in 2010 (Central
Intelligence Agency, 2015). In the National Birth Center Study II, there were 0.47 stillbirths per

1,000 women (.047%) and 0.40 newborn deaths per 1,000 women (.04%). Stillbirths are deaths
that occur after the woman reaches term but before she gives birth. In contrast, newborn deaths
are deaths that take place after birth and during the first 28 days of life (Dekker, 2013).
Birthing Centers: An Effective Form of Healthcare
There are three different types of midwives in the US and the gradation is based on their
levels of education and eligibility to the Accreditation Commission for Midwifery Education
(ACME). A Certified Nurse Midwife (CNM) and a Certified Midwife (CM) accreditation both
require a bachelor’s degree from an accredited ACME program. A Master’s in midwifery can be
obtained by attending midwifery programs at schools such as Vanderbilt, Yale and Emory. Both
the CNM and CM must obtain their master’s degrees in midwifery before being eligible to take
the American Midwifery Certification Board (AMCB) certification exam. However, only the
CNM necessitates graduates to pass the exam for nursing license before completing the program.
The third type of midwife is the Certified Professional Midwife (CPM). CPMs are required to
have a high school diploma or the equivalent and complete a portfolio evaluation process (PEP)
showing they have attended at least 50 hospital births with a preceptor midwife who has at least
three years of experience. However, CPMs are not granted any accreditation from the Midwifery
Education Accreditation Council (MEAC) unless they complete a midwifery certificate program
or a higher level of education, as well as pass the CPM exam.
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Several articles were reviewed to examine cost-effective maternity care. Lubic and Flynn
(2010) investigated this using a birthing center instead of a hospital. This article provided
evidence that a birthing center was more cost-effective in comparison to other healthcare models.
A case study performed by Palmer, Cook, and Courtot (2010) compared teaching hospitals,
birthing centers, and safety net clinics in Washington DC (as cited in Lubic & Flynn, 2010). The
case study compared outcomes for the Family Health and Birth Center (FHBC) with those of the
general population of the District of Columbia in 2006. This showed significant reductions in
low-birth weight babies at term, prematurity, and cesarean surgery rates. Delivering healthier
babies in a birth center appears to reduce the cost of maternity care, suggesting such practice is
more cost-effective.
Unfortunately, there was a marked absence of articles that directly discussed standards or
rules to be followed regarding insurance practices of birthing centers. One of the most prominent
studies on this issue carried out by Lubic & Flynn (2010) examines the quality of care and costeffectiveness of the Family Health and Birth Center (FHBC) compared to a large city-run
hospital in the District of Columbia. Accordingly, the results from this qualitative analysis
support the argument that birthing centers are better equipped to meet the financial and
healthcare needs of the women and children they aim to serve.
Specifically, the results of Lubic & Flynn (2010) demonstrate that birthing clinics are
associated with significant reductions in low-birth weight babies at term, prematurity, and
cesarean surgery rates. Delivering healthy babies in a compassionate care-giving birth center
appears to reduce the cost of giving birth and as such is more cost-effective.
Lubic and Flynn (2010) illustrate the importance of the type of provider when
considering which is most cost-effective. They suggest that whether a physician delivers the
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baby at a hospital or a midwife delivers a baby at a birthing center makes a difference in terms of
the facilities cost effectiveness since hospital facility fees have a tendency to be higher than
birthing center facility fees. Given the minimal amount of extant research, it is evident that
additional studies need to be conducted to determine how much money is being spent in the US
for physician-led maternity care as opposed to midwife-led maternity care. More specifically, the
literature offers data from the late 1980s to the early 1990s. However, it appears that finding the
cost of care in the 21st century is a bit more challenging.
Articles in peer-reviewed journals were collected to establish a foundation for completing
this research. The terms used to commence research were “birthing centers”, “billing”,
“insurance”, “cash”, “Medicaid”, and “survey”. The number of years was limited to 1997 to
present. After completing a worldwide search, an additional search was performed that limited
the location to the United States. In addition, the use of midwife as the key term with insurance
and payment as additional terms in the string provided a wealth of literature.
Based on the extant literature, allowing independently owned birthing centers to manage
healthcare for low risk mothers was found to significantly reduce the need for obstetricians. It
was estimated that over 66% of births were low risk and did not require a C-section (Mason,
2013). Midwifery programs train midwives to provide primary maternity care for low risk
mother’s from prenatal to postnatal as well as provide primary care to women throughout their
lifespan (ACNM, n.d.). It would impact the pharmaceutical industry because of the prevalent
widespread usage of epidurals and the use of additional intravenous drugs to induce labor. Also,
the number of cesarean sections would likely decline as a result of the shift of the primary
maternity caregiver being midwives.
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The existing literature investigates the financial and healthcare outcomes that result when
choosing a midwife-led maternity care option over the current OB led maternity care option in
the United States (US). Authors that have researched this problem have monitored multiple
birthing facilities over extensive periods of time and tracked healthcare outcomes (citations). For
example, one study shows that over a four year period in 33 states, the infant mortality rate of
these facilities was 0.47/1000 (Stapleton, Osborne, & Illuzzi, 2013). Others have studied the
literature and statistics available to determine the cost of keeping an OB as the primary caregiver.
It does not appear that others have investigated the overall accessibility of birthing centers in the
US. Consequently, studies that cross-reference the billing methods used by the birthing centers
and the impact of the facilities’ relationships with physicians are scarce.
The American College of Nurse Midwifery (ACNM) has reported several healthcare
benefits that come with using a birthing center. These are: (American College of NurseMidwives, 2012)






Lower C-section rates,
Lower rates of labor induction and augmentation,
Significant reduction in the incidence of third and fourth degree perineal tears,
Lower use of regional anesthesia, and
Higher rates of breastfeeding.

Lower C-section rates. According to the AABC, birth centers’ average C-section rate is
6% vs. the U.S. average of 24% for the same low-risk mothers in the hospital setting (Bauer,
2016). Over the past few decades, the rate of cesareans in the US has increased from 21% in
1996 to 32% of all births. Data shows that over half of the C-sections are performed for first-time
mothers for reasons that are considered subjective because of the difficulty interpreting progress
or changes to a baby’s heart rate on continuous electronic fetal monitoring. Some C-sections are
scheduled for the convenience of the mother or encouraged by physicians for their convenience.
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In contrast, over the past 20 years, birth centers have maintained a stable rate of cesareans (4.46%). (Dekker, 2013)
The C-section rate remains low among birthing centers because midwives concentrate on
not interfering with normal birth processes (Dekker, 2013). Midwives are less likely to order as
many diagnostic tests or administer drugs. Birth centers use only routine medical intervention
and use limited technology by providing “high touch” rather than “high tech” care, sending acute
cases to the hospital (AABC, 2016). According to the Centers for Disease Control (CDC) and
Prevention’s National Center for Health Statistics, the state of New Mexico, where CNMs attend
one-third of all births, has the lowest cesarean rate amongst all 50 states (Hamilton, Martin, &
Venture, 2010).
In addition to increasing mothers’ recovery time, C-sections also physically impact the
mother and baby. One adverse outcome is the delay in introducing the breast to a newborn past
one hour of delivery as recommended by the World Health Organization (WHO) (2017). Babies
born via C-section are less likely to be alert and breastfeed because they have not received the
helpful hormone rush that happens in a vaginal birth (Udy, 2008). Furthermore, non-vaginal
births may also impact the bonding that takes place between the mother and child.
Lower rates of labor induction and augmentation. Birth centers not only reduce the
number of C-sections that are performed but they are also associated with lower rates of labor
induction and augmentation. As a result, birth centers also reduce the amount of drugs
administered for labor and the overall cost of labor. Rather than using drugs to facilitate birth,
midwives allow a woman’s body to go into labor naturally. Labor induction stimulates the
uterine contractions by procedurally creating contractions before labor begins on its own (Mayo
Clinic Staff, 2017). According to a study examining first-time mothers and found that women
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who were induced were almost twice as likely to have a C-section as mothers who were not
induced (Ehrenthal, Jiang, & Strobino, 2010).
According to WHO (2014), labor augmentation is a process to increase the frequency,
duration, and intensity of contractions by stimulating the uterus after labor has begun.
Augmentation is usually done with a drug called Oxytocin, also recommended for use by WHO
and NIH (WHO, 2014). Oxytocin is used to intensify contractions and expedite labor that has
slowed down. In 2013, the American College of Obstetrics and Gynecology released an article
that referenced a study that showed the adverse effects of Pitocin (one brand of Oxytocin).
Researchers found that births that were inducted and augmented with Pitocin could cause fullterm babies to remain in the Neonatal Intensive Care Unit (NICU) for over 24 hrs. Apgar scores
of less than seven at five minutes were also identified as a complication from the use of Pitocin.
A newborn’s skin coloration/appearance, pulse, grimace, activity and muscle tone, and
respiration were the physical conditions evaluated at one minute and five minutes after birth.
These constitute the Apgar test. Generally, babies were considered in good health that scored an
eight or higher. (Mayo Clinic, 2017a)
The Mayo Clinic lists several side effects experienced by laboring mothers who were
given Oxytocin. The most commonly experienced side effects include contractions that were so
strong that a tearing of the uterus occurred, decreased oxygen levels and blood supply to the
unborn baby during labor, confusion, drowsiness, headache, or seizures during labor. Additional
side effects occurred, albeit rarely, including hives, vaginal bleeding, confusion, and weight gain.
The Mayo Clinic (2017a) also identified additional risks such as jaundice and retinal hemorrhage
that newborns could experience.
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Significant reduction in the incidence of third and fourth degree perineal tears.
When a woman’s body is allowed to begin laboring on its own, the incidence of perineal tears is
reduced (Mayo Clinic, 2017). Third degree tears go into the deeper layers of the vagina and the
muscles that make up the anal sphincter. Treatment of such tearing requires a doctor to sew each
layer separately, with special attention to closing the muscle layer supporting the sphincter. A
fourth-degree tear is similar to a third degree tear, but extends right through to the rectal lining.
Third and fourth degree tears, also known as shoulder dystocia, commonly occur when the
baby’s shoulders are wedged or when a vacuum or forceps is used (Baxley & Gobbo, 2004).
Lower use of regional anesthesia. Regional anesthesia is required to perform the repairs
for perineal tears. Epidurals are also a form of regional anesthesia. These reduce the painful
effects of labor for the mother. General anesthesia, however, is associated with a higher risk of
airway problems among women undergoing a C-section (Eltzschig, Lieberman, & Camann,
2003).
Higher rates of breastfeeding. The National Institute of Health (NIH) has stated that
breastfeeding carries many health benefits for both, infants and mothers, as well as potential
economic and environmental benefits for communities. A few of the known health benefits
include nutritionally-balanced meals, some protection against common childhood infections, and
better survival during the first year of life. Further, breastfeeding is associated with a lowered
risk of the Sudden Infant Death Syndrome (SIDS). Other studies suggest that breastfeeding may
reduce the risks of certain allergic diseases, asthma, obesity, and type 2 diabetes. Breastfeeding
may also help improve an infant’s cognitive development, but further studies are required in this
sphere in this context to prove its validity. (National Institute of Health, n.d.)
Barriers Faced by Birthing Centers and Their Clients
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Although studies continue to show the benefits of midwife-led care in birthing centers,
many barriers hinder access to these facilities. Three common barriers that birthing centers and
their clients face are:
1. Psychological
2. Legislative
3. Financial
Psychological Barriers. Barriers are defined as obstacles that keep people or things from
movement or access (Merriam-Webster, 2017). Psychological barriers are those problems that
have a mental cause instead of a physical cause and can keep people from movement or access.
Birthing centers face psychological barriers that stem from the perception of others regarding
their safety and ability to produce positive outcomes for mother and baby. In the US,
obstetricians are seen as the experts in pregnancy and birth (Dahlen & Homer, 2012).
A landmark study conducted in 2012 provides the foundation for much of what we know
about the influence of the media on perceptions of midwives (Dahlen & Homer, 2012). Their
findings indicate that the media could be impacting the perception of people by publicizing
positive articles about obstetricians and their knowledge about birth and their positive outcomes.
The study reviewed over 1,000 articles in a year regarding the perception of midwives being
predominant maternity care providers versus obstetricians. Of the 1,086 articles reviewed, 564
focused on obstetricians and 522 were concerned with midwives. The researcher strategically set
up auto searches in Google that sent articles daily based on keywords. As identified in Figure 1,
this research focused on the following primary countries for articles: United States
(“obstetrics”=373, “midwifery”=172), the United Kingdom (“obstetrics”=35, midwifery=188),
Australia (“obstetrics”=31, “midwifery”=28), Canada (“obstetrics”=24, “midwifery”=26), New
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Zealand (“obstetrics”=11, “midwifery”=51), and then, other countries (“obstetrics”=83,
“midwifery”=51).”

Figure 1. Number of article alerts received by country for midwives and obstetricians (Dahlen &
Homer, 2012).
The research by Dahlen & Homer (2012) showed a more positive perception of midwives
in the United Kingdom (UK) than in the United States. Birth was perceived as an illness that
required obstetricians to intervene medically and provide drugs in the US. The study also
identified several resources that favored calling an obstetrician with birth while far fewer articles
actually accorded midwives the same title of expert. There were also fewer articles about
accolades for midwives and their positive impact on maternity care than those that celebrated
obstetrician. Only in the month of May was there an abundance of articles recognizing and
awarding midwives and this was due to May having one day celebrating the midwives—
Midwives Day. There were also several articles that identified the shortage of nurses in the UK
and Australia but there was no reference to the shortage of midwives in the US.
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The findings of the article suggest that women in the US trust obstetricians more than
midwives to deliver appropriate maternity care. However, it is difficult to determine if this is
truly influenced by the media or if this sentiment could be a result of some other reason.
This topic is further explored by Arcia (2015) who provides insight into the choices made
by women and the reason underlying these choices. Her study involved 220 first-time mothersto-be between the ages of 18 and 40 years who were surveyed before their 20th week of
gestation. The results closely aligned with Dahlen & Homer (2012) in that most of the women
expected to give birth with an obstetrician presiding, in a hospital. There were 35 respondents
that chose to give birth for the first time in a hospital-owned birthing center but only 22 of them
chose to do so with a midwife.
To better understand the choices made by the first-time mothers, there were 2 open-ended
comment boxes in this survey. Some of the comments gathered for choosing a physician are as
follows:







“I strongly believe that a medical doctor who specializes in obstetrics is best for
helping with child birth”
“It feels safer to me”
“I trust this provider”
“Because I am high-risk”
“My Medicaid covers it”
“Because there are no midwives in the area”

A few of the responses from respondents that chose a midwife as their provider maintained:







“ I chose the midwives because I had heard badly about all of the doctors in this
area”
“ She also helped deliver my nephew and has been my doctor for years”
“ I feel that it’s more personal and a better option”
“ She is more personal and warmer than the physician”
“State insurance covers it”
“Because she will do home-births”
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These finding suggest that erroneous education and inaccurate perceptions about
maternity care have misinformed some women. Consequently, many mothers do not know that
midwifery-care in a birthing center is not just for the wealthy in the US. This is further illustrated
in the experiences of a birth center team member who works to educate women about their birth
options (Abrams, 2013). She encounters a mother of two and begins to explain the benefits of
natural birth and the mother of two cuts her off by saying, “Natural birth? I don’t do natural.”
This is but one example of the fear and dread women feel toward the labor practices that birthing
centers utilize.
The District of Columbia’s Family Health and Birth Center (FHBC) is the only
freestanding birth center in the area. They originated as a resource to improve the birth outcomes
for low-income women but they are now beginning to see more women with private insurance
and fewer clients that use Medicaid. They have considered implementing different marketing
strategies but remain concerned that marketing would bring in more private insurance-leaning
clients.
Part of this shift in clientele is due to significant demographic change in the areas
surrounding the facility since 2000. There has been a shift in the housing market and in Capitol
Hill that has caused more clients with greater wealth to take notice of their establishment. Also,
women that have a higher level of education comprehend the improved healthcare outcomes for
low-risk vaginal birth mothers and the lower cost of receiving that care. It is also important to
consider the impact of miseducation with regard to lower income women not trusting the option
of giving birth in a birthing center. FHBC explains that some of the issues around low-income
mothers choosing to give birth in their facility are due to their practice of discharging mother and
baby about 4 hours after birth. This can leave many mothers dissatisfied, especially low-income
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mothers who live in homes with many people. These mothers will be unable to have time to rest
and recover from their recent labor. This, along with many other concerns, has caused the face of
birthing center clients to change from low-income mothers using Medicaid to wealthier women
with private insurance (Abrams, 2013).
Legislative Barriers. As healthcare reform continues to be newsworthy, access to care is
also becoming a more visible issue. In South Carolina, due to the reinterpretation/enforcing of
existing regulations, several birthing centers have closed. The South Carolina Department of
Health and Environmental Control (SCDHEC) expects midwives to have “a physician on call
and available to provide medical assistance at the birthing center at all times that it is serving the
public” (Munday & Sausser, 2013) Birthing center owners, staff, and supporters see no need to
call doctors to the centers because these facilities are designed to handle low-risk births. They are
not equipped with surgical rooms, neonatal intensive care units, or other necessary tools to
accommodate high-risk births. Historically, SCDHEC had allowed a simple telephone
conversation between the midwife and the on-call physician, but now SCDHEC administration
and staff maintain that the physician has to be in close proximity to the facility, too. Midwives
believe that they along with the new mothers can decide when they need to go to a hospital.
South Carolina birthing centers, however, are concerned that taking the time to have a physician
come to their facility will delay a mother and child from receiving the care needed that hospitals
provide.
In some states, midwives are welcomed and are slowly being transitioned into the role of
primary caregivers in maternity cases. However, as previously noted, several midwives in states
like South Carolina have had to close their birthing centers. In 2013 and 2014, there was a
negotiation between SCDHEC and several birthing centers like Carolina Community Maternity
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Center (hereby referred to as Carolina). Carolina was a birthing center in Fort Mill, South
Carolina that provided midwifery maternity care to clients in both South Carolina and North
Carolina. In 2013, SCDHEC began to enforce a portion of state regulation 61-102 that
maintained that “A physician must be on call and available to provide medical assistance at the
birthing center at all times that it is serving the public,” (Munday & Sausser, 2013). The way that
DHEC interpreted this regulation has led to the closing of several South Carolina birthing
centers. Despite this, Carolina was able to negotiate a way to remain in business.
Carolina, like many other birthing centers was aware of this law. For several years, the
state of South Carolina had regulation 61-102 in place. In 2013, they began to enforce the portion
of the law that stated the on-call physician that worked in partnership with the birthing center had
to be in close proximity of the facility. In addition to being in close proximity, the physician has
to be contacted during emergencies before a patient is transported to a local hospital. SCDHEC
began to strictly enforce this law after a mother labored at the Carolina facility for several hours
presenting signs of an emergent meconium issue that lead to the loss of the infants’ life (Arriero,
2013).
Since 2013, Carolina was able to get a proviso to remain in business and continue to
serve their community. This proviso only lasted one year and the timer started ticking in July
2014. DHEC removed regulation 61-102 from being accessed online by the public during this
time. As of October 24, 2014, they did post a Regulations Development Update that suggested
that regulation 61-102 was going to be modified but they did not state what the modifications
were. However, as of March 27, 2018, SCDHEC has reposted the unchanged regulation 61-102
that was originally published May 24, 1991 (SCDHEC, 2002). In 2013, DHEC was also
supportive of the proviso that was granted by the Senate and Governor Haley. The proviso was
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granted per the request of attorney Laura Evans who represents South Carolina facilities that are
members of the American Association of Birthing Centers (Arriero, 2013).
Carolina’s legal team tried negotiating the future terminology of regulation 61-102 with
the SCDHEC. They also joined other AABC members to present a unified front to the state.
Carolina requested that new regulations be adopted from the Commission for the Accreditation
of Birth Centers (CABC). The CABC provides national regulations and standards that states like
Virginia (VA) have adopted. Facilities in VA are not allowed to collect Medicaid
reimbursements if they are not certified by the CABC (Virginia Department of Health, 2013).
This exchange of information about the CABC standards has enabled the satisfaction of
SCDHEC’s requirements of not only having an on-call physician but also concessions to
improve quality standards to meet the national standards.
Though all of these arguments were presented to the South Carolina Senate and
SCDHEC, only the proviso was agreed upon with the Carolina Community Maternity Center.
The Carolina center is CABC and AABC-accredited. It is believed that abiding by these
standards allowed their doors to remain open. However, after the death of another newborn in
January 2015, courts ruled to permanently close this facility (Kulmala, 2015).
The Charleston Birth Place (CBP) is one of the South Carolina facilities that have been
able to comply with the reinterpretation of the law and remain open. An AABC-accredited
facility, CBP has established a healthy relationship with local physicians. The CBP is working
jointly with other SC-accredited birthing centers, physicians, and hospitals supporting a Bill
1143 introduced by the Senate (Charleston Birth Place, 2016). Bill 1143 mimics the previous
interpretation of the state regulation 61-102 by clearly stating the following “'Consultant on-call
physician' means a medical doctor or doctor of osteopathy licensed by the South Carolina Board
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of Medicine with board certification in family medicine, obstetrics, maternal fetal medicine,
pediatrics, or neonatology who can meet the needs of mothers and babies that fall outside the
scope of birth center care, and who maintains active admitting privileges at a hospital within
forty-five miles of the birth center” (South Carolina General Assembly, 2016).
A change in the national legislation that followed the enactment of the Affordable Care
Act (ACA) has been viewed as a breath of fresh air for the midwives. According to the ACNM
website, the changes that impacted midwives are outlined as follows on the ACNM website
(American College of Nurse-Midwives, n.d.a.):







Increasing Medicare reimbursement for midwives to 100% of that received by
physicians
Requiring Medicaid programs to provide coverage for birth center services and
the services of providers working in birth centers
Expansion of the eligibility criteria for Medicaid
Creation of the new Health Insurance Marketplaces and requirements related to
plans offered through the Marketplaces
Defining the “essential health benefits” (EHB) that must be covered by insurers
both inside and outside of the Marketplaces
Providing assistance for education of midwives

Changes from the enactment of the ACA have been quite positive for midwives. New
opportunities have been created to improve reimbursement procedures and prepare more
midwives to participate in the US maternity care system. More specifically, the ACA has
provided educational assistance to midwives.
The enjoyment of the many benefits provided by the ACA had the potential of unraveling
if the GOP’s replacement plan was enacted. First, the Medicaid expansions currently in place
with the ACA would have end in 2020 and would no longer have been available by 2024. There
were two versions of the GOP’s replacement plan. According to the Congressional Budget
Office (CBO), the House bill was estimated to increase the number of uninsured Americans by
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23 million and the Senate bill was estimated to increase the numbers of those uninsured by 22
million over the next ten years (Levey & Kim, 2017).
Both the Senate and House bills would have “allowed insurers to charge sick people
more, potentially making coverage unaffordable for some” (Levey & Kim, 2017). Prior to the
ACA, some agencies referred to pregnancy as a pre-existing condition. With the GOP
replacement plan, those with pre-existing conditions would have possibly loss coverage if the
State Waivers were approved to reflect this request. In addition, the cost of healthcare for our
elderly population may have also potentially increased. Insurers would have had the opportunity
to charge the elderly five times more than the charges for the youth.
Financial Barriers. There are studies available to show that, in the United States,
birthing centers are the more cost-effective option for maternity care. However, several questions
still remain:


How does legislation impact the cost of maternity care?



Is the US appropriately using healthcare funding for maternity care?



How do birthing centers and hospitals recoup maternity care cost?



How does legislation impact the cost of maternity care?

How does legislation impact the cost of maternity care? The GOP replacement plan
would directly impact the Medicaid reimbursement to hospitals and birthing centers by reducing
the number of people eligible for Medicaid benefits and the amount of funding available. If
either version of the GOP plan is implemented, 2020 could be the start of troubled times for all
healthcare facilities that process Medicaid.
Birthing centers and hospitals could have been impacted by the changes of the GOP plan
with regard to their private insurance clients. The GOP plan would have allowed for states to
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reclassify pregnancy as a pre-existing condition reducing or eliminating coverage options for
pregnant women. The new plan may not have allowed insurers to charge women more but it
would have allowed for states to drop maternity care and contraceptives from the basic benefits.
This would have raised the costs for expecting women. Moreover, women who are already
covered may not have been able to purchase insurance. These actions could have limited the
overall number of clients that could receive care from birthing centers and maternity care.
Is the US appropriately using healthcare funding for maternity care? The US is one of
few developed countries that do not have a midwife-led model for maternity care. The US is
potentially missing out on the cost benefits of using a midwifery-led model of care. The
midwife-led model is significantly less expensive than the existing physician-led model widely
adopted. The cost of maternity care could decrease with a midwifery-led model, especially if this
brought a significant reduction in the rates of C-sections and deliveries that require high-touch
low-tech intervention.
Henderson and Petrou (2008) explored the costs of hospital births and those that took
place in birthing centers across multiple countries, including the US. They found that the average
low-risk births in the UK cost about half as much if care was provided in the birthing center
setting by a midwife as opposed to in a hospital setting by a physician (Henderson & Petrou,
2008). To more closely examine the United States, they looked at data from 1987 through to
1991. The average cost of home births in the US during this time was $1,823 per delivery. In
contrast, the average cost of hospital births was $5,382, nearly three times as much (Henderson
& Petrou, 2008).
The cost of using a birthing center versus a hospital in the US was also explored
(Henderson & Petrou, 2008). Although the timeframe of data collection is unclear, the findings
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still provide insight into differences in cost. Accordingly, the mean cost per labor and delivery
was $3,385 for birth center care and $4,673 for hospital care (Henderson & Petrou, 2008).
Similar research conducted in Rochester, NY support these estimates, reporting birth center costs
were $1,076 per woman and $2,228 in the hospital (Henderson & Petrou, 2008).
In 2010, the average charge for maternal care for a vaginal birth in a US hospital was
$22,734 by providers to commercial insurers. The commercial insurer actually paid $12,520.
Medicaid received provider charges averaging $21,247 for vaginal births in a hospital. However,
providers received $6,117 from Medicaid. (Truven Health Analytics, 2013). As previously
stated, according to the AABC’s National Birth Center Study II, in 2011, the Medicare/Medicaid
reimbursement for uncomplicated vaginal births in hospitals was $3,998 and the average cost for
the same birth type in a birthing center was $1,907. In other words, the same type of birth was
less than half of the price in a birthing center as opposed to a hospital (Dekker, 2013). Research
continues to support the idea that the cost of maternity care in the US could potentially be cut in
half if the US moved to a midwife-led maternity care system rather than the physician-led system
that is currently in place.
How do birthing centers and hospitals recoup maternity care cost? According to the
AABC, national average charges are $9,248 lower per birth at birth centers (Dekker, 2013). In
2015, there were 3,978,497 births in the US (Martin, Hamilton, Oysterman, Driscol, &
Matthews, 2017). Assuming a third of the 2015 births were low-risk vaginal births in a
Medicare/Medicaid hospital and service reimbursement remained the same as 2011, there could
have been a cost savings of nearly $3 billion. The more invasive the pregnancy, labor, and birth,
the more expensive maternity care could become and subsequently, the less savings would come
from a reliance on midwife-led healthcare.
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Nevertheless, moving towards a midwifery care model for maternity care could result in
direct cost savings for hospital systems. Midwives receive less than half of an OB-GYN’s wages
and produce cost savings for organizations that allow them to be primary care providers.
According to the Bureau of Labor Statistics (BLS), the national mean salary for a nurse midwife
is $93,610 annually or $45.01 hourly (Bureau of Labor Statistics, 2017). The BLS (2017) reports
a mean annual wage of $220,400 or $106.92 hourly for an OB-GYN.
Though there is little extant literature in the US about midwives processing insurance,
some research exists that can inform conversations about this issue. For example, Lieberman
(2008) provided the commonly used billing codes and tips for midwives to successfully process
insurance. According to Lieberman (2008), the most commonly used code to bill for low-risk
vaginal births was CPT code 59400. This code was used by obstetricians and midwives to
receive payment for their services. However, this did not cover facility fees for a birthing center
or a hospital. The author also recommended that if the provider exceeded their normal time for
service to use the following codes for extended time of care 99354 and 99355 (Lieberman,
2008).
What are facility fees and why are they charged? A facility fee is charged to patients by
healthcare organizations to pay for the patient’s use of hospital facilities and equipment or
birthing center facilities and equipment. Facility fees are also used to offset costs for support
staff, midwives, and physicians (Gooch, 2016). The average facility fee cost for maternity care at
a hospital in 2011 was $4,215 (Andrews, 2015). However, this cost varied from $1,200 to
$12,000 per birth depending upon the facility. Nonetheless, in 2011, the average facility cost for
a birthing center was $2,277 per birth (Truven Health Analytics, 2013a)
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The literature was also explored with a careful consideration of regarding the instances
when insurance pays for maternity care. Rosenthal (2013) questions why several insurance
companies still did not have birthing centers and midwives as network providers and why some
would not cover midwifery care at all. The author highlighted the fact that the US was only one
of two developed countries where midwives were not the primary care givers for maternity:
“Thirty-three states require private insurers to cover nurse-midwife services, according to the
American College of Nurse-Midwives” (Rosenthal, 2013). Most southern states have very few if
any birthing centers, but the Northern and specifically the Northwestern states have several
(Rosenthal, 2013). According to the KFF.org, this statistic still holds true as of 2012 (Kaiser
Family Foundation (KFF), 2017). However, the KFF provides additional information by stating
that while 33 states allowed Medicaid to cover birthing center expenses, 19 did not and four
states did not respond. Though these benefits are provided through state-approved Medicaid, two
states require a co-payment for the use of a birthing center for maternity care.
The impact of a birthing centers choice in billing methods
There are several studies that suggest that midwifery-led maternity care is less expensive
than the care provided by an obstetrician. Despite this, many states do not require their insurance
providers to cover nurse-midwife services (Rosenthal, 2013). This is somewhat counterintuitive
given that the lower costs associated with maternity care provided by midwives should
encourage health insurance payers to favor such care.
For the above reasons, several birthing facilities have decided to take cash-only clients.
There are several complications, as outlined above, with collecting insurance for birthing centers
and hospitals. The reduced rates received at a birthing center make it even more challenging to
maintain a successful facility that is able to provide quality care. However, we do not know very
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much about how birthing centers perceive these barriers. Therefore, this study will evaluate the
perceived barriers that birthing centers and their clients experience with processing insurance and
paying cash and their outcomes.
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Chapter 3: Methods
Study Design
This study required primary and secondary data to be gathered to evaluate outcomes,
quantitatively and qualitatively. Specific survey questions were used to collect primary
quantitative and qualitative data. A survey was used to examine perception and reasons that
underlie choices. By relying on self-reported data, the present study provides critical insight into
the perceptions of those most intimately involved in the system. This is ideal to explore how and
why birthing centers choose to process insurance or decline it.
The items in the survey were pretested in October 2017. The test group will consist of 5-8
obstetric nurses. The participants of the pre-test are not members of the AABC and did not
impact the data collected for this study.
The survey was sent to the members through the AABC email distribution. Although the
goal was to encourage participation, this survey was only distributed to accredited AABC
members throughout the US. The MUSC IRB approved the introduction of this research on June
9th. The AABC also approved this research through their accredited facilities on June 27, 2017.
Hypotheses
The question remains, why are some birthing centers choosing to only accept cash-clients
while others are processing insurance? The research conducted through this dissertation project
provided insight to this question. With the use of an online survey to investigate the billing
processes of AABC-accredited birthing centers in the US, this provides data to help improve the
understanding of the billing processes used.
The first hypothesis is that private payer insurance companies’ have created perceived
barriers for processing birthing center insurance claims which has led the average birthing center
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to enforce a cash client-only billing method. If a state does not require health insurance
companies to accept birthing center provider claims, one may assume that there will be a greater
number of facilities that only accept cash-clients. The reverse may be true in states that do
require insurance companies to accept birthing center claims.
The second hypothesis is that state legislation for Medicaid does not support 100%
reimbursement of maternity care for all provider types. The ACA added verbiage to Medicaid to
pay midwives and physicians 100% of the reimbursement rate as well as cover facility fees for
birthing center and hospital deliveries. Per Kaiser Family Foundation, in 2012 only 33 states
reimbursed freestanding birth centers (Kaiser Family Foundation, 2012). All states provided
Medicaid reimbursements to nurse midwives but the amount varied significantly per the
American College of Nurse Midwives in 2015 (American College of Nurse-Midwives, 2015)
The third hypothesis explores how having a physician actively involved in the daily
business of a birthing center can impact facilities decisions to accept insurance. Specifically
speaking, a birthing center with a physician as an active partner will accept insurance and the
average facility that only has a physician as a consultant may not.
Instrumentation
The survey questions that were used are shown below. These questions gathered the data
needed to research this topic and answer the hypotheses. The IRB approved this study and
survey on June 9,2017. The questions are as follows:
1. In which state do you conduct business? (Drop down box)
2. Do you accept private insurance? (Yes/No)
a. If yes, please provide an estimated percentage of clients that you process private
insurance for. (Multiple Choice for Ranges)
3. Do you accept social insurances such as Medicaid? (Yes/No)
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a. If yes, please provide an estimated percentage of clients that you process social
insurance for.(Multiple Choice for Ranges)
4. If you do not process insurance, why do you only accept cash clients?(open ended)
5. What is the demographic make-up of your clients? (check box (check all that apply)
a. Example of options
1. More than 50% White
or Caucasian
2. More than 50% Black
or African American
3. More than 50%
Hispanic or Latino
4. More than 50% Native
American or American
Indian
5. More than 50% Asian /
Pacific Islander
6. More than 50% Other

1. 25% or less White or
Caucasian
2. 25% or less Black or
African American
3. 25% or less Hispanic
or Latino
4. 25% or less Native
American or American
Indian
5. 25% or less Asian /
Pacific Islander
6. 25% or less Other

1. 18-24 years old
2. 25-34 years old
3. 35-44 years old
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6. Is your facility partnered with a physician who is actively involved with patient
care?(Yes/No)
6. Is your facility partnered with a physician who is actively involved with patient care
(Yes/No)
7. Does your state require that your birthing center have a contracted physician available for
consult?(Yes/No)
a. If so, what are the mileage guidelines for the physicians’ physical proximity of
your facility? (Multiple Choice for Ranges)
8. What are the financial advantages and disadvantages of collecting insurance?(Open
ended)
9. Do you believe your billing process choices have impacted your business positively?
Please explain.(Open ended)
Data Collection
To conduct this survey, the AABC was contacted via email to request permission to
engage their members. As an existing member, the next step was to search the AABC website to
determine their rules regarding to receiving permission for this research. The document provided
in Appendix 1 was obtained to understand their research guidelines. Their guidelines explicitly
state that student research has to be approved by the Students’ Institutional Review Board before
students can request permission from AABC. The IRB approval had to be submitted with the
student research request packet. The packet also included a statement of research, curriculum
vitae and the questions being asked of members of the AABC (See appendices 2 through 6). The
estimated approval time was 3 to 4 weeks.
In the statement of research, the value of collecting this data was expressed along with
information about the length of the survey and the estimated time for which the survey would
remain open to participants. The AABC was also informed that the survey would be conducted
anonymously online via REDCap. Upon their approval of the survey, it was posted for two
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weeks. Reminder emails were sent every three days in an effort to keep the urgency going and
encourage high participation.
On June 27, 2017, one week after the request was submitted approval from the AABC
was received. Their approval also granted permission to state that the AABC approved this
research in the body of the message that solicited members. During that same week, their invoice
of $100 for the list of AABC members’ contact information was also paid in full. Within 48
hours of submitting payment for the invoice, the list of all AABC facilities that granted
permission to participate in research studies was received.
The list was scrubbed to only consist of members in the US. This file is stored securely
on a BOX storage drive allocated for this study. The AABC was informed that the survey would
not be launched until permission was acquired from the research committee chair and members.
Dates for the duration of the survey were provided to the AABC before it was launched.
Data Analysis
After data was collected via REDCap, multiple-choice questions were reviewed to
identify themes in participants’ answers. The open ended questions were evaluated collectively
to find the common themes. Quantitative data was gathered via insurance reports to evaluate the
cost of low risk birth claims paid to hospitals and birthing centers.
The number of participants and patterns of missing data have impacted findings since
only a third of the survey participants completed the survey. Variables were controlled with clear
concise directions that were used to structure the survey. Surveys were marked as complete when
they were submitted if essay question field had a certain number of characters and all relative
multiple choice questions had a response. However, there was still the human factor that
remained uncontrolled. Very few participants provided irrelevant answers to open-ended
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questions. However, two thirds of facilities contacted simply choose not to participate at all.
Because little is known about this topic, the research is still a vital contribution to the field and
warrants discussion.
Univariate analysis was used to examine the method of payment that is most frequently
used to pay for birthing center births. Bivariate analysis was used to compare hospitals and
birthing centers to examine the payment types and amounts for low-risk births. The frequency
and percentage of birthing centers that accept and process insurance will be displayed in the form
of tables and charts. Cost comparison between birthing centers and hospitals and the billing
method each use was also assessed (Shi, 2008). The data collected was compared to previous
research published by peers in this field to draw relevance.
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Chapter 4: Article Manuscript
ABSTRACT
Purpose
This research focuses on an access to care issue that evaluates the perceived barriers birthing
centers and their clients experience with processing insurance or paying cash. In 2010, the
Affordable Care Act (ACA) ensured that State Medicaid Programs cover maternity care provided
in freestanding birth centers licensed or otherwise approved by the State. Several states like
Idaho, Michigan and Virginia do not license or approve birthing centers. The lack of policies
impacts birthing centers and their clients, disproportionately minority and medically underserved
women.
Methods
Primary and secondary data was gathered to evaluate outcomes, quantitatively and qualitatively.
An anonymous nationwide nine question survey was distributed via email to nearly 300
American Association of Birth Centers (AABC) accredited facilities to explore their billing
methods.
Results
The collected data reported 85 out of 91 participating facilities accept private insurance and 53
facilities accept Medicaid. Though several state Medicaid programs reimburse all types of
midwives and birthing centers, the reimbursement is not equal. In Texas a Licensed Midwife is
reimbursed 70% of what a physician makes. The cost of a normal low risk birth in a hospital is
$10,166 versus a birthing center at $2,277. To ensure quality of care remains high and the
facility remains open several centers have to decline service to Medicaid recipients.

34
Discussion
In 2014 Medicare & Medicaid Research Review published an article about potential cost savings
for maternity care in a birthing center. Midwifery led maternity care in birthing centers may
improve birth outcomes for Medicaid recipients, minorities and low income families, while
improving mortality rates nationally. Additional research is required to understand more about
the correlation between state legislation and the use of birthing centers to create solutions that
improve birth outcomes and educate women about their options.

Keywords: Medicaid, Midwife, Birth Center, legislation, insurance, reimbursement, birth
outcomes
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Quick Points:


State regulations (and the lack of regulations) have a significant impact, particularly with
respect to insurance coverage and reimbursement, on birthing center financial viability
and the ability to maintain and increase service delivered to minority and medicallyunderserved women.



Data shows that over half of the C-sections are performed for first-time mothers for
reasons that are considered subjective because of the difficulty interpreting progress or
changes to a baby’s heart rate on continuous electronic fetal monitoring.



In contrast, over the past 20 years, birth centers have maintained a stable rate of cesareans
(4.4-6%).



The US is potentially missing out on the cost benefits of using a midwifery-led model of
care because it is significantly less expensive than the existing physician-led model
widely adopted.

36
INTRODUCTION
According to the American Association of Birthing Centers (AABC), “a birth center is a
home-like facility existing within a healthcare system with a program of care designed in the
wellness model of pregnancy and birth to provide family-centered care for healthy women
before, during, and after normal pregnancy, labor, and birth.” 1 At birthing centers, midwives are
primary care providers for maternity care. Indeed, the American College of Nurse Midwives
(ACNM) has stated that a midwife can be the primary health care provider for women
throughout their lifespans.2 Midwives perform functions similar to those of physicians and treat
women of all ages. Both midwives and physicians can perform physical exams, prescribe
medications, and order laboratory tests as needed. Further, midwives can provide prenatal care,
gynecological care, labor and birth care, health education, and counseling.2
In 2010, the Affordable Care Act (ACA) modified Medicaid programs in section 2301 for
pregnant women enrolled under Medicaid. Specifically, it allows pregnant women to receive
maternity care provided at freestanding birth centers.3 Currently, there are states that still do not
provide Medicaid reimbursement to midwives. Moreover, some have no regulations for
midwifery care. Because birthing centers use a midwifery-led model of care, these policies
greatly impact birthing centers and their clients, which disproportionately includes minority and
medically underserved women.
The reforms to healthcare regulations and standards have been at the forefront of many
political debates and impact patients’ access to care. It is imperative that women have the
opportunity to experience birth in the way that is safe and most comfortable to them. Several
hospital systems are adopting this ideology and as a result, are staffing their facilities with
midwives and doulas. Doulas are trained professionals who provide continuous physical,
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emotional, and informational support to mothers before, during, and shortly after childbirth to
help them achieve the healthiest, most satisfying experiences possible.4 Thus, a doula acts like a
midwife in terms of providing support for the expectant mother. However, unlike a midwife, a
doula is considered a coach and not a healthcare provider.
Midwives often partner with physicians to establish their own birthing centers. The
United States and Canada are two of only a few countries in the world where highly trained
surgeons called obstetricians attend a majority of the normal births.5 This could be perceived as
another area of healthcare where the US falls behind. Thus, the current study seeks to answer the
following question: Why are some birthing centers choosing to only accept cash-clients while
others are processing insurance?
METHODS
The current study focuses on the issue of access to care and the perceived barriers that
birthing centers and their clients experience while processing insurance or paying cash. To do so,
a survey was sent to AABC members on October 21, 2017 and the survey period closed on
November 6, 2017. The AABC provided 301 email addresses for facilities willing to participate
in research. Of the 301 addresses provided, 273 were active email accounts. A total of 91
respondents participated and 88 completed the entire survey.
To conduct this survey, the AABC Research Chair was contacted via email to request
permission to engage their members. Their guidelines require the submission of a research
request packet. The packet included an IRB approval, a statement of research, curriculum vitae,
and the questions being asked of members of the AABC. In the statement of research, the value
of collecting this data was expressed along with information about the length of the survey and
the estimated time for which the survey would remain open to participants. The AABC was also
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informed that the survey would be conducted anonymously online via REDCap. The research
was approved one week after submission of the research packet. The survey was then posted for
two weeks. Reminder emails were sent every three days in an effort to maintain urgency and
encourage high participation.
Univariate analysis is used to examine the method of payment that is most frequently
used to pay for birthing center births. Bivariate analysis compares hospitals and birthing centers
to examine the payment types and amounts for low-risk births. Cost comparison between
birthing centers and hospitals and the billing method each use will be assessed.6 In addition to
quantitative analyses, qualitative analyses highlight the common themes in responses to the
open-ended questions that were included in the survey.
Finally, this study used 2015 MarketScan® data sets for inpatient and outpatient billing
data for patients with private insurance or Medicaid coverage. All episodes in the US with a
primary ICD-9 diagnosis code of 650 or ICD-10 code of O80 were extracted. Only service
category codes for maternity services were retained in the outpatient codes. All outpatient codes
with a Birth Center place of service or provider code (25 or 10) were specified as Birth Center
births. All inpatient records with a place of service code of 21 were assigned Hospital Birth
status. Total payment for admission was used for privately insured women with a hospital birth.
Net hospital payment for admission was used for Medicaid inpatient births. Total payment for
the Birth Center deliveries privately insured or Medicaid subjects was calculated as the sum of
all bills for the birth on the date with the delivery diagnosis.
RESULTS
All of the respondents answered questions that asked if their facility accepted private and
Medicaid insurance. Only six facilities accepted cash only clients. Of the six, two were from

39
California and two were from Texas (see Figure 1). A total of four states had any facility that
accepted cash only patients, while every facility in the remaining twenty-six states accepted
private and/or Medicaid insurance. Though this sample is small and statistically insignificant it
provides relevant information to this study and may support future research.
Figure 1. Facilities that accept cash only clients.

A majority of survey respondents, 63.7%, accept private and Medicaid insurance from
their clients. Table 1 presents the number of facilities that do not accept Medicaid insurance. Of
the eighty-five facilities that accept insurance only fifty-eight accept both private and Medicaid
insurance. Twenty-six facilities accept private insurance but not Medicaid insurance. One facility
accepted Medicaid insurance but not private insurance. The one facility that only accepted
Medicaid insurance stated they could not be in-network for private insurance in the open-ended
comment box. Additionally, when asked if their billing decision impacted their business
positively the facility responded “No.”
Perceived Barriers Created by Private Payer Insurance Companies
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Only six facilities self-reported that they only accepted cash payments. Thus, private
payer insurance companies do not appear to have created perceived barriers for processing
birthing center insurance claims. However, several facilities stated that reimbursement can be
time consuming and the rates may be fairly low. In respect to birthing centers, accepting cashonly clients may be a feasible solution if they are located in an area that has clients with an
income that can support this option.
Multiple facilities stated that they provide a final billing statement for the client to
process their own insurance or the birthing facility submits claims on behalf of the patient
through a third party biller for the client to be reimbursed. Using the third party biller to support
their clients through the reimbursement process offers a viable option. However, it may be costly
due to fees that the third party biller can charge for this service.
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Medicaid Reimbursement of Maternity Care
Figure 2. Total Number of Facilities in Each State that Do Not Accept Medicaid Insurance.

As shown in Figure 2, of the thirty states represented in the survey, sixteen states have a
total of thirty-two facilities that do not accept Medicaid insurance. This information was crossreferenced with the comments made by the facilities that reported that they do not accept
Medicaid insurance. Several of the facilities stated they felt as though they are losing clients by
not accepting Medicaid insurance. However, they also shared a lot of frustration regarding not
receiving full payment and the length of time it takes to receive payment. Some facilities
reported reimbursement wait times of over ninety days. Several facilities are also paying third
party billers to process claims, which is an additional expense.
Facilities that did not collect Medicaid insurance believed they are able to retain quality
staff and comfortable environments for clients. Other advantages to not collecting Medicaid
insurance were identified as administrative time savings as well as cost savings; facilities
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reported being able to focus on other tasks such as marketing improvements and participation in
community groups to reach more clients.
The Impact of Physicians on Birthing Centers Insurance Acceptance
Facilities in fourteen states, 22.58% or respondents, reported that their facilities had a
physician that is actively involved in patient care (see Table 1). All twenty-one facilities with
physicians accept private insurance. This may support their decision to process insurance as well
as make it easier to process claims. A facility in California made the following statement that
supports this assumption:
“Some private payers will not contract with Midwifes. Most payers will not contract with
our facility. I can for the most part get paid for my midwife services by billing under the
supervising doctor, but the facility is different. We had to increase our malpractice to 1/3
million in an attempt to get the blue cross contract then after we did that-blue cross said
that they wanted accreditation. Accreditation is expensive and we do not make enough
revenue to pay for accreditation.”
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Table 1. Facilities with Active Physicians by State
State
AK
CA
FL
GA
IN
MN
NC
NM
OH
OR
PA
SC
TX
VA
Total

Number of Facilities with Active Physicians
2
2
2
1
1
1
2
1
1
1
2
2
2
1
21

Other Noteworthy Findings
In addition to the three primary findings discussed above, other crucial findings were
gleaned from this research. For example, at first glance the below table appears as though there
may be discrepancies from survey respondents. Specifically, respondents from five states
(Alaska, California, Florida, Oregon, and Texas) indicated both that a contracted physician is
required and is not required.
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Table 2. Distribution of Birthing Centers that Require a Contracted Physician to be
Available for Consult
State
Contracted Physician
Contracted Physician
Total (N=91)
Required
Not Required
AK
1
4
5
AR
1
1
AZ
3
3
CA
4
6
10
CO
1
1
FL
7
6
13
GA
2
2
ID
5
5
IN
2
2
KS
1
1
MA
1
1
MD
1
1
ME
1
1
MN
2
2
MO
1
1
MT
1
1
NC
3
3
NM
1
1
NY
2
2
OH
1
1
OK
1
1
OR
1
4
5
PA
3
3
SC
2
2
TN
1
1
TX
3
7
10
UT
3
3
VA
3
3
WA
4
4
WI
2
2
Total
33
58
91
However, after closely examining individual state laws, the variation in responses from
the five states appears to be due to individual interpretation. Specifically, states have different
requirements for birthing centers based on the provider license type. For example, Texas allows
certified nurse midwives to provide care without physicians’ supervision but non-nurse licensed
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midwives must have a contracted physician to provide care. Likewise, California allows certified
nurse midwives and licensed midwives to provide maternity care. According to the Business and
Professions Code Division 2 Healing Arts Chapter 5 Medicine Article 24 Licensed Midwives
Section 2508(a) (2) a licensed midwife does not require a physician consult to provide care for a
normal low risk birth.7 For care required outside of the scope of the licensed midwife parameters,
a physician consult is required according to Section 2508 (a) (8).
DISCUSSION
State legislation for Medicaid creates a barrier because it does not support 100%
reimbursement of maternity care for all provider types and facility types. Non-nurse licensed
midwives receive a lower rate of reimbursement in states reviewed and birth centers do not
receive equal reimbursement in comparison to hospitals. States like Virginia will not allow for
birthing centers in their state to have a license rendering them ineligible to request Medicaid
reimbursements for facility fees.
In 2015 and 2016 Medicaid recipients in several states were majority ethnicities
identified as minorities (Blacks, Hispanics and those identified as Other).8 Over 35% of the
facilities that participated in this research do not process Medicaid insurance. As previously
identified in the literature review, the benefits of low risks births performed by a midwife in a
birth center exceed the benefits of the same type birth in a hospital. One assumption that could be
made with this data is that birth outcomes for underserved populations such as minority
women/children and Medicaid recipients could be improved if state Medicaid plans allowed for
better reimbursement for midwives as well as birthing centers.
In 2010, the average charge for maternal care for a vaginal birth in a US hospital was
$22,734 by providers to commercial insurers. The commercial insurer actually paid $12,520.
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Medicaid received provider charges averaging $21,247 for vaginal births in a hospital. However,
providers received $6,117 from Medicaid.9 As previously stated, according to the AABC’s
National Birth Center Study II, in 2011, the Medicare/Medicaid reimbursement for
uncomplicated vaginal births in hospitals was $3,998 and the average cost for the same birth type
in a birthing center was $1,907. In other words, the same type of birth was less than half of the
price in a birthing center as opposed to a hospital.10 Research continues to support the idea that
the cost of maternity care in the US could potentially be cut in half if the US moved to a
midwife-led maternity care system rather than the physician-led system that is currently in place.
Indeed, analyses of patient billing data for 2015 found support for such an argument.
Table 3 presents the mean and median payments by privately insured and Medicaid patients to
both birthing centers and hospitals. On average, birth center payments were lower for both
privately insured and Medicaid patients. Specifically, the mean birth center payments for both
types of patients were about half of the payments for those made to hospitals. However, privately
insured patients were responsible for almost double the amount at birth centers than those at
hospitals. Payments made by Medicaid patients’ were about the same at both birth centers and
hospitals.

Table 3. Mean Payments for Birth Center and Hospital Deliveries for Privately Insured and
Medicaid Patients in 2015

Birth Center
Payment

Private Insurance

Medicaid

Private Insurance

Medicaid

Mean (SD)

Mean (SD)

Median (IQ)

Median (IQ)

$6,508 (6,694)

$1,571 (1,087)

$4,500

$1,315

(2,500-7,795)

(800-1,315)
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Hospital

$12,170 (18,338)

$3,029 (1,302)

$10,204

$3,116

(7,817-13,159)

(2,331-3,510)

$0

$1,321

$0

(0-0)

(540-3,165)

(0-0)

$9 (243)

$1,361

$0

(451-2,295)

(0-0)

Payment

Birth Center:

$2,541 (3,596)

Patient Share
of Payment
Hospital:

$1,568 (1,363)

Patient Share
of Payment
Note: SD is standard deviation; IQ is interquartile range

In 2015, there were 3,978,497 births in the US.11 A majority of the women who give birth
in hospitals (85%) are considered low-risk. All low-risk women are eligible for care at a birth
center. 10 Assuming a third of the 2015 births were low-risk vaginal births in a
Medicare/Medicaid hospital and service reimbursement remained the same as 2011, there could
have been a cost savings of nearly $3 billion. The more invasive the pregnancy, labor, and birth,
the more expensive maternity care could become and subsequently, the less savings would come
from a reliance on midwife-led healthcare.
Nevertheless, moving towards a midwifery care model for maternity care could result in
improved birth outcomes and direct cost savings for hospital systems. Midwives receive less than
half of an OB-GYN’s wages and produce cost savings for organizations that allow them to be
primary care providers. According to the Bureau of Labor Statistics (BLS), the national mean
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salary for a nurse midwife is $93,610 annually or $45.01 hourly and the mean annual wage of
$220,400 or $106.92 hourly for an OB-GYN. 12
CONCLUSION
This research only begins to highlight the many potential benefits of midwifery led
maternity care. However, this research also emphasizes the significant challenges that
underserved minority women and children face when trying to receive care that produces better
birth outcomes. The resources are there but several obstacles continue to impede progress,
including the overall lack of knowledge regarding the nuances of midwifery led maternity care.
One strategy to address this would be to form an advocate agency, jointly led by the American
Association of Birthing Centers with the Midwives Alliance of North America, to educate
women about their choices for maternity care and the known outcomes for each choice.
Analyses indicated that some states still do not have formal regulations for birthing
centers and do not allow them to become a licensed facility within the state. As a result, future
research should explore states’ reasons for opting against licensing birthing centers. Moving
forward, additional research of both licensed and unlicensed facilities is needed as well as
continued efforts to understand the Medicaid regulations in all states. It may also prove fruitful to
understand the perspectives of the physicians who work with midwives as partners regarding
midwifery led birthing care.
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Appendix B
Guidelines for Approval to Solicit AABC Members for Research Purposes
This document provides guidelines for implementing “Policy for Solicitation of AABC
Members for Research Purposes” - #34
A.

Requests to AABC access members using AABC’s mailing list (which includes US
postal service addresses or email addresses) or to conduct surveys at the annual
meeting must be sent to the __________________. Email is the preferred method of
contact for these requests. Please note that ethical approval by a recognized
institutional review board (IRB) is required before AABC approval can be given;
therefore if the IRB form is not able to be electronically signed it must be either
faxed or mailed to the AABC national office. Copies of all requests and the outcome
of the review are kept on file in the AABC national office. There is a charge for use
of the AABC mailing list.
Contact information for staff:

B.

Requests for AABC membership mailing list will be processed within 3-4 weeks of
receipt of all materials.
Note: Requests to survey members at the annual meeting MUST be received at least
6 weeks before the first day of the annual meeting. All requests must include the
following materials:
1. A cover letter describing:
1. Purpose of the research
2. Rationale for the use of AABC members as research participants
3. Proposed time frame for contacting the AABC member participants
2. Copy of approval of the research by the appropriate Institutional Review Board
3. Curriculum vita of the researcher
4. All materials that will be given to AABC member participants, including
1. research instruments
2. cover letter, consent form and/or information sheet for participants that addresses:
a. The purpose of the research
b. Assurance of participant anonymity
c. Assurance of the right to non-participation
d. Potential risks and benefits to participants
e. Time required of participants,
5. Student proposals must have a letter from the faculty advisor, stating that s/he has
reviewed the proposal and assumes faculty responsibility for the proposed research
activities.
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C.
The AABC ______________ will review each proposal to ensure that the materials
are complete and in order.
Once the request is approved, the researcher will receive a formal letter (which is usually
sent by email to the researcher) that indicates the survey was reviewed and approved by
AABC. Directions about how to access the addresses will be included when the formal
approval letter is sent. Please note that there is a charge for use of the addresses. Finally,
the following statement, “Solicitation of AABC member participants for this study has
been approved by the AABC” is required to be added to the consent form or information
sheet.
D.

Surveys meeting all of the outlined are reviewed in the order received. Only 5
surveys are allowed to be distributed at the AABC annual meeting.
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Appendix C
CRITERIA CHECKLIST FOR THE REVIEW OF REQUESTS FOR USE OF
THE AABC MEMBERSHIP MAILING LIST FOR RESEARCH PURPOSES
Title of Proposal:
___________________________________________________________
____________________________________________________________
Reviewer: __________________________________________________
(Circle one)
All of the requested materials have been submitted. (If NO, do not continue.)

YES NO

The AABC membership is an appropriate subject/respondent group for the
proposed research.

YES NO

The materials contain adequate evidence of the appropriate measures
to protect the privacy of members who respond and the
confidentiality of those responses.

YES NO

The timing of the solicitation of AABC member participation is not in
conflict with other known mailings to the membership, whether those
mailings are internal or external to AABC.

YES NO

For student applicants, there is evidence that a faculty advisor
has reviewed the proposal and assumes supervisory responsibility
for the proposed research.

YES NO

Reviewer has attached additional comments.

YES NO

FINAL DECISION REGARDING RELEASE OF THE AABC MAILING LIST TO THE
APPLICANT FOR RESEARCH PROPOSES:
(circle your review decision) (comments)
Approval
Disapproval
Disapproval with recommendations for revision and resubmission

59
Appendix D

Institutional Review Board for Human Research (IRB)
Office of Research Integrity (ORI)
Medical University of South Carolina
Harborview Office Tower
19 Hagood Ave., Suite 601, MSC857
Charleston, SC 29425-8570
Federal Wide Assurance # 1888
APPROVAL:
This is to certify that the research proposal Pro00063901 entitled:
Access to Care: Evaluate the perceived barriers that birthing centers and their clients experience
with processing insurance or paying cash.

submitted by: Sabrina Wood
Department: Medical University of South Carolina

for consideration has been reviewed by IRB-I - Medical University of South Carolina and approved. In
accordance with 45 CFR 46.101(b)(2), the referenced study is exempt from Human Research Subject
Regulations. No further action or Institutional Review Board (IRB) oversight is required, as long as the
project remains the same. However, you must inform this office of any changes in procedures involving
human subjects. Changes to the current research protocol c ould result in a reclassification of the study
and further review by the IRB.
Because this project was determined to be exempt from further IRB oversight, consent document(s), if
applicable, are not stamped with an expiration date.
Research related records should be retained for a minimum of three years after termination of the study.

Approval Date: 6/9/2017
Type: Exempt
Grants Administrator, IRB - Medical University of South Carolina
Amy Haynes
 Electronic Signature: This document has been electronically signed by the IRB Chairman through
the HSSC eIRB Submission System authorizing IRB approval for this study as described in this letter.
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Appendix E
To Whom It May Concern:
My name is Sabrina Wood and I am a doctoral student completing my studies at the Medical University
of South Carolina. I am writing this letter to request permission to send an anonymous research survey
to all of the AABC members of Accredited Birthing Centers. The title of my research is: Evaluate barriers
of birthing centers and clients with insurance and paying cash.
This research is conducted to better understand what the barriers are for birthing center billing
practices, if any. We believe that AABC members can help us by sharing their billing practices and
sharing basic information about your experiences. We want to know about the various billing methods
used amongst facilities as well as the rationale behind using the selected billing option. We also want to
know if there are barriers with becoming a contracted provider with an insurance company and if your
facility or a third party processes claims. We would like to know the outcome of their decision and the
impact they believe it has to their clients.
Participation in the study is voluntary and anonymous. If members decide to participate, the survey will
take about 10 to 15 minutes to complete. Upon receiving approval from the AABC, the survey will be
available for two weeks to complete online. The investigator in charge of this study is Sabrina Wood ,
me. The study will be conducted through an anonymous online survey tool called REDCap. At any point
during the survey, if the survey taker has questions, they can reach me at woods@musc.edu.
My goal is to present the data gathered in this research at the American Public Health Association
Annual (APHA) Conference in November 2017. I was recently awarded the privilege of giving an oral
presentation this year. I also hope to have this study published.
Thank you for your time and consideration. I look forward to working with you all. Please feel free to
contact me via email at woods@musc.edu or sabrinwood888@yahoo.com or call me at 404-798-6183.
Thank you,

Sabrina Wood
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Department of Healthcare Leadership and Management
151-B Rutledge Avenue, MSC 962
Charleston, SC 29425-9620
PH (843) 843-792-8464
E-Mail: jonesw@musc.edu

.

June 17, 2017

To the AABC Division of Research,

I am writing to strongly support the request of Ms. Sabrina Wood to contact AABC members for research
purposes. Ms. Wood is a student in the Doctor of Health Administration (DHA) program at the Medical
University of South Carolina (MUSC). I am a Professor in the DHA program, and serving as Ms.
Wood’s Doctoral Project Chair. Ms. Wood’s Doctoral Project focuses on financial barriers faced by
birthing centers (especially insurance coverage issues) and how they are affecting access to care for their
disproportionately minority and medically underserved clients. To do this, Ms. Wood’s needs to survey
AABC members about their financial experiences with the support of the AABC.

Ms. Wood is highly capable and well-trained, and has worked extensively with me to develop her IRB
review request, which was submitted to the Office of Research Integrity (ORI) at MUSC. On June 9,
2017, her research proposal received approval from the ORI IRB as Exempt from further oversight. As
her Project Chair, I am thoroughly familiar with her proposal and accept supervisory responsibility for all
of her related research activities until the project is completed.

The research that Ms. Wood plans to do is important for birthing centers, their clients, and public
administrators and policymakers concerned about health disparities and the health of mothers and their
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children. If you have any questions about Ms. Wood’s proposal, please feel free to contact me by e-mail
(jonesw@musc.edu) and/or telephone (843-792-8464).

Respectfully submitted,

Walter J. Jones, Ph.D.
Professor
MUSC
Department of Healthcare Leadership
and Management
151 Rutledge Ave., Bldg. B, MSC 962
Charleston, SC 29425-9620
Tele: 843-792-8464
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Medical University of South Carolina
Online Survey Introductory Paragraph

TITLE OF RESEARCH: Evaluate barriers of birthing centers & clients with insurance &
paying cash

A. PURPOSE OF THE RESEARCH

You are being asked to participate in this study because you are/have an accredited member of
the American Association of Birthing Centers. This survey is voluntary and anonymous for
research purposes only. This research is conducted to better understand what the barriers are for
birthing center billing practices, if any. We believe that you can help us by sharing your billing
practices and sharing basic information about your experiences. We want to know about the
various billing methods used amongst facilities as well as the rationale behind using the selected
billing option. We also want to know if there are barriers with becoming a contracted provider
with an insurance company and if your facility or a third party processes claims. We would like
to know the outcome of your decision and the impact you believe it has to your clients.

Participation in the study will take about 10 to 15 minutes to complete the survey and the survey
will be available for two weeks to complete online. The investigator in charge of this study is
Sabrina Wood. The study is being done through an anonymous online survey on REDCap. If you
have questions, please feel free to contact Sabrina Wood at woods@musc.edu.
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Specification of Questions
A draft of the survey questions is shown below. It is believed that these questions will gather the data
needed to research this topic and answer the hypotheses. Please keep in mind that these questions have
been reviewed by the AABC informally and perceived to be relevant. The questions are as follows:
1. In which state do you conduct business? (Drop down box)
2. Do you accept private insurance? (Yes/No)
a. If yes, please provide an estimated percentage of clients that you process private
insurance for. (Multiple Choice for Ranges)
3. Do you accept social insurances such as Medicaid? (Yes/No)
a. If yes, please provide an estimated percentage of clients that you process social insurance
for.(Multiple Choice for Ranges)
4. If you do not process insurance, why do you only accept cash clients?(open ended)
5. What is the demographic make-up of your clients? (check box (check all that apply))
a. Example of options
1. More than 50% White or
Caucasian
2. More than 50% Black or
African American
3. More than 50% Hispanic
or Latino
4. More than 50% Native
American or American
Indian
5. More than 50% Asian /
Pacific Islander
6. More than 50% Other

1. 25% or less White or
Caucasian
2. 25% or less Black or
African American
3. 25% or less Hispanic or
Latino
4. 25% or less Native
American or American
Indian
5. 25% or less Asian /
Pacific Islander
6. 25% or less Other

1. 18-24 years old
2. 25-34 years old
3. 35-44 years old

6. Is your facility partnered with a physician who is actively involved with patient care?(Yes/No)
7. Does your state require that your birthing center have a contracted physician available for
consult?(Yes/No)
a. If so, what are the mileage guidelines for the physicians’ physical proximity of your
facility? (Multiple Choice for Ranges)
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8. What are the financial advantages and disadvantages of collecting insurance?(Open ended)
9. Do you believe your billing process choices have impacted your business positively? Please
explain.(Open ended)
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